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Vaccination Validation:

AIR/VIVAS

Self Reported

Not applicable  

Vaccination status:

Age-Appropriate  

Unknown  5

Vaccination notes: ............................................................................................................................................................................................................................

..................................................................................................................................................................................................................................................................

..................................................................................................................................................................................................................................................................
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Maternal accination validation:

MATERNAL P  (complete for cases aged </= 6 months of age at onset)

Was mother vaccinted Yes No Unknown  Date of mother's last dose: 

Type received by mother: ............................. ............................................ Gestational Age at time of Maternal accination: ................... wks

Not applicable  AIR/VIVAS Self Reported

Maternal accination notes: ...............................................................................................................................................................................................................

.....................................................................................................................................................................................................................................................................

 Date:  



   

   

 

 

Preschool/school 

 

Hosp/healthcare facility - ....... ..

 

 

  

Other contact with infants <6months or pregnant women

  

Was the case excluded from childcare/school/other high risk setting?

 .....................................................
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